Saturday, October 7, 2017: 12:30 PM Background. Catheter-associated urinary tract infection (CAUTI) is an avoidable iatrogenic infection. The aim of this single-center, cross-sectional study is to determine awareness of the presence of urinary catheters to prevent CAUTI.
Purpose: To determine the effect of daily line assessment rounds and education on increasing appropriate use of UC indications and reducing urinary catheter use in hospitalized patients.
Methods. The infection prevention and control department (IPand C) was assigned an intern from January 30, 2017-May 15, 2017. The IP&C educated her on the basics of indwelling UCs, the hospital's nurse driven protocol for removal of indwelling UCs, and the location of the patient's charted indication for the UC. The intern was asked to use a daily list of patients with indwelling UCs generated by the facility's electronic medical record and to verify the patient had a daily indication for the UC. After verification, the intern contacted every nurse caring for a patient with a UC. Patients with UCs in place > 5 days, those lacking indications, and those with inappropriate indications were specifically targeted. During daily rounds, the intern questioned the necessity for the UC, provided education on appropriate indications, as well as reminding about the importance of UC documentation. Monthly device utilization ratio (DU) was calculated (urinary catheter days / patient-days) and analyzed using Statistical Analysis Software (SAS).
Results. Hospital wide urinary catheter (DU) decreased 33% from January to April. ICU DU decreased 19% and non ICU DU decreased 32% in the same time span. Overall hospital CAUTI rate decreased 94%. This change was determined to be statistically significant.
Conclusion. Daily inquiries into the necessity of UCs and performing one on one education with nurses dramatically decreased our DU over the 3 month study period. Due to this rounding, IP&C was able to target nurses that consistently failed to document in a timely manner, provide education on the nurse driven protocol to remove UCs along with appropriate indications for UC use. No other practice changes took place during the study period.
Disclosures. All authors: No reported disclosures. Background. Catheter-associated urinary tract infection (CAUTI) is associated with increased healthcare cost, morbidity, and mortality. A multi-model set of interventions to decrease CAUTI rates (CAUTI Prevention Bundle) was initiated in our hospital in 2014-2015. The CAUTI Prevention Bundle consists of educational and behavioral interventions to improve placement, maintenance, and removal of catheters.
Impact of Implementing a Multi-Model Set of Interventions on the
Methods. CAUTI events for 2014 and 2016 were identified according to the National Healthcare Safety Network (NHSN) 2016 definition. CAUTI rates and device utilization ratios (DURs) for 2014 and 2016 were compared. In February 2015, urinalysis with reflex to culture (UArC) criteria were changed. Prior to February 2015, UA with positive nitrate, positive leukocyte esterase, microscopic exam indicating ≥6 WBC/hpf, microscopic exam indicating The presence of any bacteria, or appearance other than clear was reflexed to culture. Based on the new UArC criteria, UA with positive leukocyte esterase or microscopic exam indicating ≥6 WBC/hpf is reflexed to culture. We performed chart review of CAUTI events prior to changing criteria and identified triggering criteria. We also identified CAUTI events with no UA or UArC. Methods. This is a retrospective study at a 500 bed academic hospital. Eligible cases were identified by a query of our facility's 2014 NHSN CAUTI cases. We reviewed cases to determine whether they met criteria for CAUTI using the 2014 and 2015 NHSN definitions and also to determine the clinical relevance of the CAUTI. Clinical CAUTI was defined as a provider documenting CAUTI in the progress notes or discharge summary. Subcategories of Clinical CAUTI included "Definite CAUTI", the presence of UTI in clinical documentation without another documented etiology of fever, and "Possible CAUTI", documentation of both UTI and another cause of fever. A positive urinalysis was defined as The presence of ≥10 WBC, moderate/large leukocyte esterase, or nitrites.
Results. A total of
Results. There were 65 eligible CAUTI in 61 patients reported to NHSN in 2014. All met the 2014 definition, but only 38 (58%) met the 2015 definition. The median age was 57 years (IQR 51-67), and 54% (n = 33) were male. Clinical CAUTI was diagnosed in 44 patients (68%) meeting the 2014 definition and 33 patients (87%) meeting the 2015 definition (P < 0.001). Half of Clinical CAUTI identified by the 2014 definition were considered to be Definite CAUTI; similar results were found using the 2015 definition. Independent predictors of Clinical CAUTI included urine cultures positive for Gram-negative bacilli (OR 5.2, 95% CI 0.9 to 29.2), positive urinalysis (OR 7.1, 1.4 to 36.1), and use of the 2015 definition (OR 4.7, 0.9 to 23.4).
Conclusion. This data suggests that introduction of the 2015 definition may result in a 42% reduction in CAUTI. The 2015 definition was associated with more Clinical CAUTI. Further refinement of the 2015 CAUTI definition could be attained by excluding those cases attributed to other causes of fever.
Disclosures. October 7, 2017: 12:30 PM Background. In January 2017, the CDC's National Healthcare Safety Network (NHSN) updated both the aggregate healthcare associated infection (HAI) data that serve as baselines for standardized infection ratios (SIRs) and the risk adjustment (RA) methods used to calculate SIRs. The new baseline data are 2015 HAI incidence data; the new risk adjustment (RA2) models are predictive models developed using new baseline data. The previous RA1 method for catheter-associated urinary tract infections (CAUTI) used location-and facility-stratified rates to predict CAUTI incidence. The 2015 rebaseline used location-and facility-level factors in log-linear models to determine the expected number of infections. The objective of this study was to compare RA2 vs. RA1 SIRs from acute care hospitals (ACH).
Methods. We analyzed 1 year of CAUTI-ACH data reported to NHSN (2015) . We compared differences between SIRs under RA2 vs RA1 at the national-and facility-levels. ACHs with <1 predicted infections were excluded. We used paired T and Empirical Distribution Function (EDF) tests to compare differences between means and medians of the SIR distributions respectively. Using quintiles, we compared shifts in facility-level SIRs between RAs (RA1 -referent group).
Results. 4318 ACHs reported CAUTI data to NHSN in 2015. 2917 (67%) vs 2468 (57%) ACHs had ≥1 expected infections and SIRs calculated using RA1 and RA2 respectively; 2466 (57%) ACHs had SIRs calculated using either RA method. The 2015 national pooled mean RA1 SIR was 0.580 (95% CI: 0.573, 0.588), and 0.983 (95% CI: 0.970, 0.996) under RA2. The means and medians of the two SIR distributions were significantly different (P < 0.0001). At the facility level, 1992 (81%) ACHs had SIRs that did not change between RA1 and RA2, 238 (10%) had SIRS that improved (lower in RA2 vs RA1), while 235 (10%) had SIRs increased (higher in RA2 vs RA1).
Conclusion. There was a marked increase in the SIR with the introduction of the new baseline towards 1.00 (the national benchmark). This was attributed to the new RA2 models which control for many factors that are known to influence the number of HAI infections, unlike RA1. Comparable proportions of facilities had SIRS improve or worsen between RA1 and RA2 indicating that shifts in facility level SIRs were not large.
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